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nervous system is not found until about the fourth year. This 
peculiarity of the ganglion cells had been noted previously by Rosin 

(1895). 

11. Hearing in Aphasia. —Dr. Treitel mentions the importance of 
differentiating the cerebral from the labyrinthine form of deafness; 
also the great rarity of the absolute loss of the perception of sound 
or speech in the above types. Prof. Bezold demonstrated the import¬ 
ant fact that the range for vocal audition was from B of the third 
octave to G of the fourth octave. He devised a continuous series of 
tuning forks including the various tones of this range. By this means 
he showed conclusively that many deaf-mutes, who in general could 
not hear, perceived a number of these tones. Dr. Treitel concludes 
by presenting a case as demonstration, which will not bear abstrac¬ 
tion. J. R. Hunt (New York). 

Revue Neurologique. 

(1902. Vol. 10, No. 1, January 15.) 

1. Two Cases of Syringomyelia. E. Huet and R. Cestan. 

2. Sub-Cortical Motor Aphasia. Ladame. ' 

3. Mental Confusion and Cerebellar Syndromes during JJremia. 

Effects of Lumbar Puncture. G. Scherb. 

1. Two Cases of Syringomyelia .—The authors sum up the story of 
their two patients. Little by little, without fever but rapidly, a mus¬ 
cular atrophy of a myelopathic character took place, associated with 
sensory and motor troubles. These sensory motor troubles could be 
caused only by a syringomyelia; this diagnosis, indeed, was given 
without discussion for the first patient. There was for its proof the 
complete dissociation by the syringomyelocele of sensibility, mus¬ 
cular atrophy with fibrillary twitching, modifications of electrical re¬ 
actions, spasmodic paraplegia, and finally, the progress of the affec¬ 
tion. In the case of the second patient there was neither this com¬ 
plete dissociation of sensations nor the spasmodic paraplegia. It is 
very well know that these two signs may fail in the course of 
syringomyelia. Indeed, in this disease, one rarely proves, the au¬ 
thors think, the complete dissociation of sensibility. There is rath¬ 
er the incomplete dissociation, that is to say, a hypesthesia to simple 
touch sensation associated with analgesia, pricking and temperature 
sensation. On the other hand the absence of spasmodic paraplegia 
simply shows the soundness of the pyramidal region to be unaffected 
by glioma. Besides, syringomyelia is the only affection which can ex¬ 
plain the appearance and slow progress of muscular atrophy of a 
myelopathic character, and the additional sensory symptoms. In 
these cases the sensory affections were very strictly localized in cer¬ 
tain root regions well delimited, corresponding exactly to those fig¬ 
ured by Kocher: the root territory above the brachial plexus and the 
cervical root region, in the first case; the roots below the brachial 
plexus and the region of the dorsal roots in the second. Moreover, 
this root distribution is demonstrated from the standpoint of both 
motor and sensory symptoms. In the first patient there was a par¬ 
ticular injury to the muscles corresponding to the higher roots of the 
brachial plexus, and also to a slight degree, especially on the right, 
to the muscles corresponding to the third and fourth cervical roots 
(trapezius). It was noted, moreover, in this patient, that the glioma- 
tous process extended unequally to the anterior and posterior cornua, 
while sensation was a little more affected on the right than the left,’ 
motility was affected more on the left than the right. In the second 
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patient only the muscles corresponding to the lowest roots of the 
brachial plexus were attacked; in these the lesions of motility, as 
those of sensibility, were much more accentuated on the right than 
on the left. The authors emphasize the marked character of the 
syringomyelic dissociation of sensations in the first case, dissociation 
as perfect as in a case of spontaneous hematomyelia, observed at the 
Charcot clinic: simple touch was perfectly preserved without error in 
localization, without hesitancy; sensations of pricking and tempera¬ 
ture were abolished to repeated stimuli. The patient had been ex¬ 
amined at intervals of weeks without the possibility of finding any 
modifications in sensibility. The only differences found were hypes- 
thesia in the peripheral zones; in one of the last examinations a mild 
hypesthetic zone for pricking sensation was found, which was pro¬ 
longed externally in a line from the upper part of the arm to the 
wrist. 

2. The Question of Subcortical Motor Aphasia. —Dr. Ladame, of Ge¬ 
neva, concludes as follows: (1) That the symptoms erroneously con¬ 
sidered as characteristic of motor aphasia, called subcortical, are 
observed in cortical lesions of the frontal operculum. (2) That agra¬ 
phia is by no means the necessary result of a lesion at the base of the 
convolution, as Broca, with certain authors, has maintained (Gow¬ 
ers among others). (3) That above all things the classification of 
motor aphasias as cortical and subcortical, must be given up as an¬ 
swering neither to clinical reality nor pathological anatomy. 

3. - Mental Confusion and Brain Syndrome.—MM. Pierre Marie and 
Georges Guillain have had excellent results from employing lumbar 
puncture for the persistent head troubles in Bright’s disease. This 
case is reported both on account of its derived symptomatology and 
the rapid and evident relief brought about by lumbar puncture. A 
man forty-nine years old, a custom officer, entered the hospital Aug¬ 
ust 3, 1901. He sat with his acutely aching head between his hands, 
leaning towards the right; he could scarcely understand or speak, his 
pupils were myotic. He finally pointed with his right hand to the oc- 
.ciput as the seat of his agony. Unfortunately, days before, a blister 
had been placed at the nape of the neck on suspicion of an encepha¬ 
lic tumor. He had been well until 1898, when he had had a mild, 
though long typhoid, treated copiously with antipyrin. After recovery 
he often suffered from violent headaches, which were unsuccessfully 
treated by all known analgesic methods. This headache had come a 
fortnight before and constantly increased. There were certain hallu¬ 
cinations. of hearing, he answered unasked questions and confused 
people’s identity, vomited suddenly and had double vision and insom¬ 
nia. The knee reflexeswere exaggerated; no sign of Babinski, but 
there was clonus of the left foot. The reflexes of the upper limbs 
were excessive, particularly the left. No atrophy or deflection of the 
tongue or any peripheral sign of basilar lesion. By a great effort 
he rose, and after many trials turned to the left. The percussion of 
the skull was painful in the entire occipital region. There were min¬ 
or symptoms, and the man appeared to have atheroma; the head¬ 
ache was thought attributable to Bright’s disease. There was mental 
confusion and cerebellar syndrome. Urine examination gave 4 gm. 
albumin to the liter. Uremia was diagnosed and a milk regime be¬ 
gun. The following day there was no improvement, and the patient 
responded to no questions; pulse was very weak and there were signs 
of chemosis; no other trace of cutaneous edema. Under these 
conditions lumbar puncture was proposed and performed immediate¬ 
ly. Twenty cc. of clear liquid were drawn which first ran in a full 
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jet. Afterwards examination showed that it was mainly albumin¬ 
ous. The puncture was made at eleven in the morning. At two the 
next night the patient seemed awake, while at four he regained con¬ 
sciousness and answered questions. He confirmed the theory that he 
saw double, and for a week was troubled as though by a cloud, but 
the vertigo was much decreased. The occipital trouble entirely disap¬ 
peared. On rising, his gait was uncertain, but there was no latero- 
pulsion. The clonus of the left foot had disappeared and the reflexes 
were not exaggerated. In 1,200 cc. of urine there were 2 gr. 50 of al¬ 
bumin to the liter. The tongue was clean. On the sixth of August 
he went home. The milk diet raised the amount of urine to three 
and four liters, where it kept for about a month without headache or 
edema. He went out and apparently recovered good health for about 
a month and a half. Then torpor with frontal headache and some 
of the minor symptoms recurred. In three days there was a pro¬ 
nounced edema strictly limited to the cephalic segment; forehead, 
eyelids, cheeks, lips, ears and scalp were swollen, while neither the 
neck nor the rest of the body was affected. There were galloping 
heart sounds, sudden vomitings and continued hiccough; the former 
stupor was present. A second puncture was performed, and 30 cc. 
of liquid taken. There was relief of only short duration. During 
September the symptoms returned, becoming more serious each 
day until the 29th, when he died in a state of coma. This case ap¬ 
peared doubly interesting both clinically and in its therapeutic re¬ 
sults because of: (1) Unusual symptoms of cerebral uremia causing 
confusion as to a mental or a cerebellar syndrome. (2) Evident and 
favorable effect of the first puncture (20 cc.), and favor¬ 
able, but brief results of the second (30 cc.). The author re¬ 
marks that one cannot help comparing this angioneurotic edema of 
the head with the arachnoideal edema which seems attributable to 
cerebral accidents. . It would seem that in the central nervous sys¬ 
tem, the bulbs if irritated or compressed, bring about this cu¬ 
taneous edema. Jelliffe. 


Archives de Neurologie. 

(1902. Vol. 13, No. 74, February.) 

1. A Study of Six Cases of Benign Hystero-Alcoholic Paralysis of 
the Upper Extremity. J. Gauraud. 

2. Extension and its Application in the Treatment of Nervous Dis¬ 
eases. P. Kouindjy. 

1. Hystero-alcoholic Paralysis .—An interesting series of cases of 
which the principal characteristics were the following: All the pa¬ 
tients were strong, well-developed men in the prime of life with ev¬ 
ery appearance of perfect health: but all were more or less addicted 
to excessive indulgence in alcohol, two of whom had been intoxicat¬ 
ed a few hours before the onset of paralysis. In two instances the 
paralysis appeared during the night, in the remaining four during 
the day; in some cases the onset was sudden, without prodrome; in 
others slow, following slight pain in the cervico-dorsal region. Its 
appearance was generally accompanied by some numbness or ting¬ 
ling; but there was in no instance indication of traumatism or apo¬ 
plexy, neither was there vertigo or severe pain. With the exception 
of one patient, the right upper extremity was affected, the condi¬ 
tion being most marked in, and in several instances limited to, the 
hand and wrist; extensors and flexors were alike affected, motor im¬ 
potence varying in the different cases. Anesthesia and analgesia 
were noted, but did not always correspond to the paralyzed area; 



